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 This was a revisit for a federal ESRD 

recertification survey conducted 9/23/13 which 

resulted in citations at the Condition level.

Survey Date: 11/6/13

Facility #:  005134

Provider #:  153510

Medicaid vendor #:  200119790A

Surveyor:  Bridget Boston, RN, PHNS

               

During this survey, it was determined three 

Conditions for Coverage and twenty-six standard 

level deficiencies were found corrected.   

 Indiana University Health Renal Services was in 

compliance with the Condtions for Coverage 42 

CFR Part 494.
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November 7, 2013
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